Background: Few data exist regarding when to stop surveillance colonoscopy among older adults with a history of adenomatous colorectal polyps. Our goal was to understand decision making around surveillance colonoscopy among primary care providers (PCPs) and gastroenterologists.
Few data exist regarding when to stop surveillance colonoscopy among older adults with a history of adenomatous colorectal polyps. Continuing surveillance indefinitely could result in unnecessary procedures with little benefit and the potential for harm, particularly given the increased risk of poor preparation, perforation, and cardiopulmonary complications in older adults 1 . This will become an increasingly important issue as the population ages and more people are found to have polyps. The US Preventive Services Task Force provides a grade C (weak) recommendation that the decision to screen patients between ages 76 to 85 years be individualized, accounting for prior screening and overall health 2 ; it provides no recommendation regarding surveillance colonoscopy. 3 We surveyed primary care providers (PCPs) and gastroenterologists to understand provider decision making around surveillance colonoscopy in adults aged Ն75 years.
Methods
We designed a 15-item survey that was administered to trainee and attending PCPs in Internal Medicine, Family Medicine, and Geriatrics at an academic safety net hospital in Boston, Massachusetts. A similar survey was also administered to gastroenterologists, who were members of the Massachusetts Gastroenterology Association and practice in various settings throughout the state. Survey questions addressed the influence of patient age, comorbidities, findings on prior colonoscoThis article was externally peer reviewed. Submitted 14 December 2016; revised 18 January 2017; accepted 18 January 2017.
From the Department of Internal Medicine (STL) and the Section of Gastroenterology (BRL, PCS, AHC), Boston Medical Center, Boston, MA; and the Section of Gastroenterology, Dartmouth-Hitchcock Medical Center, Lebanon,pies, and patient preferences; the provider's role in making recommendations; the level of communication between gastroenterologists and PCPs; and the adequacy of existing guidelines. Follow-up recommendations were asked for with regard to 4 patient scenarios that described varying functional status, comorbidities, and colonoscopy findings. Available responses included multiple choice or ranking by priority.
Our primary outcome was the identification of factors important in decision making around surveillance colonoscopy. We performed descriptive statistics and 2 testing to compare results by specialty and training. This study was considered exempt by the Boston University Medical Center Institutional Review Board.
Results
A total of 88 PCPs and 30 gastroenterologists completed the survey in October 2015 (Table 1 ). The majority of PCPs (75%) recommended less than half of their older patients undergo surveillance colonoscopy. Life expectancy (40%), gastroenterology recommendation (28%), and patient preference (12%) were the most important factors in their decisions ( Figure 1A ). All gastroenterologists reported recommending surveillance colonoscopy in older adults. Findings on prior colonoscopy was ranked as the most important reason to continue surveillance. The majority of gastroenterologists (57%) ranked comorbidities as the most important factor in recommending against surveillance (Figure 1B) . Examination findings ranked much lower among PCPs (10%) compared with gastroenterologists (84%) (P Ͻ .0001). 
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Among healthy older adults, a majority of PCPs (65%) would follow a gastroenterologist's recommendation regarding colonoscopy; however, this percentage decreased among adults with significant comorbidities (31%). Similarly, a majority of gastroenterologists (60%) would recommend continued surveillance colonoscopy among healthy older adults with high-risk polyps on prior colonoscopies, but would stop surveillance colonoscopy in those with poor function and low-risk lesions (63%).
Among PCPs, 70% stated that they have never been contacted by gastroenterology regarding whether to perform surveillance colonoscopy for their patients. Geriatricians (50%) were more likely than internists (11%) and family medicine physicians (17%) to consult gastroenterology regarding the need for surveillance colonoscopy in older adult patients (P ϭ .004). Gastroenterologists in private practice were more likely to discuss with PCPs whether to perform surveillance colonoscopy than were gastroenterologists in academic settings (85% vs 44%; P ϭ .08). PCPs felt decisions around surveillance colonoscopy should be between the patient and the PCP (72%), whereas 56% of gastroenterologists felt that the primary decision about surveillance colonoscopy should be between the patient and the gastroenterologist.
Most PCPs (76%) and gastroenterologists (87%) felt that the existing literature on surveillance colonoscopy in older adults was inadequate, and that guideline development would be more helpful than provider or patient tools for decision making. These results did not vary based on level of training (resident, fellow, attending) or practice setting.
Discussion
In this survey of primary care providers and gastroenterologists, we found that physicians value life expectancy and comorbidities as key factors in decision making around surveillance colonoscopy in older adults. In addition, gastroenterologists heavily value abnormal findings on prior colonoscopies. Notably, PCPs and gastroenterologists differ on which provider should have the responsibility for decision making with patients around surveillance colonoscopy. Insufficient communication may occur between PCPs and gastroenterologists regarding this topic, suggesting the opportunity for better communication pathways that enhance joint decision making. More data are needed regarding the relative benefits and risks of surveillance colonoscopy in older adults. 4, 5 Understanding the longterm impact of surveillance colonoscopy would help inform guidelines, promote informed decision making, and help minimize harm to older adults. 
